This meeting was set up to be confrontational: in the red corner was Timothy Chard (Professor of Reproductive Physiology at Bart's Medical College), a proselytizing zealot, with a computer as his sword and his book on Information Technology as his shield'. In the green corner was Linda Lamont (Director of the Patients' Association) who might have been expected to charge Professor Chard with an obsession with the technical at the expense of the humane. As it turned out both speakers were far too reasonable to descend into a brawl and we had instead an evening of careful exposition of a case followed by an equally careful examination of it.
Professor Chamberlain, from the chair, began by pointing out that all advances of science begin with a fireworks display and then comes the slug behind the ear. Professor Chard would have none of this. 'I believe,' he said, 'almost without exception that information technology is for the better'. (At no point did anyone define information technology but it became apparent that it means the use of computers, although the use of the term strayed slightly during the evening.) Although computers can contribute to all facets of medicine the key topic is data collection and the way in which the machine can reflect the interaction between doctor and patient.
We have been collecting data for years but now the computer is the prime tool in the gathering of prospective data, creating new dimensions to the medical process, eliminating classical procedures and their associated errors.
With the new technology we are in a position to enter all data, in a complete, structured, validated form. Once entered, the computer's powers to analyse them allows us to turn data into information.
With the use of some slides whose clarity was a joy to behold he elaborated on some of these points. It was no surprise to discover that he put legibility of printouts as his first example of ways in which the computer is different from older methods. Next came standardization of data, followed by the avoidance of omissions. With the current health service preoccupation with money it was at first daunting to hear that computerized data collection is more time consuming than classical methods but we were soon reassured: it saves the time of skilled staff.
The widespread availability of information was next, followed by the reduction in the loss of information. (The first time I wrote this piece my own computer crashed at this point; I harked after classical procedures for a few minutes). Document preparation is more convenient and medico-legal audit trails are facilitated. The collection of epidemiological data is very much easier, there is going to be an explosion in this field in the near future and, finally, the surveillance of protocols leading to more efficient medical audit is supported.
To preempt criticism he listed half a dozen commonly voiced complaints about computers.
(1) Inputting is unfamiliar to some people; they learn.
(2) There is a limitation imposed on discursive data, reducing the vast philosophical essay which some clinicians write: is this a disadvantage? (3) The doctor/patient relationship is impaired. This accusation is 'the last refuge of the scoundrel' who attacks the computer, for if anything technology as it is used today improves this relationship, not least because the patient tends to be impressed by it. (4) There is a loss of confidentiality; the careful use of passwords can make computerized records much safer from prying eyes than manually kept notes which are so often lying around for anyone to see. (5) Hardware and software can break down; this happens but advances in technology means it happens less. (6) Cost; yes, this is true, they do cost more than traditional methods. Linda Lamont began with two tall technological stories. The first concerned Darwin's daughter, a professional invalid, who at one point in her life took to conducting conversations through antiseptic cotton wool stuffed into a kitchen strainer which was worn over her mouth. The second emanated from California, where an organization called Virtual Reality Research is talking of reconstituting surgeons in miniature so that they may travel inside people's bodies, the better to operate. (Had they, I wonder, read Shusako Endo's short story Incredible Voyage which is on just that theme?).
Really, though, Ms Lamont was trying to capture the patient, someone more important than a squiggle on a print-out. Without question computerization is of the utmost importance and we have Korner and Resource Management initiatives to show for it, not to mention the Department of Health Working Paper No 11: A Framework oflnformation Systems. But we may say amen to all these, they come and go; patients are the constant building blocks to whom the basics must always return. Much of what they bring to a medical encounter is subjective, not so easy for a computer to deal with; how do you measure an attitude? Faced with such questions the computer buffs refer to fuzzy set theory, invoked when the information does not match the database, and there is a graceful degradation by the computer.
In the last analysis we have to crack the carapace of the rigidity of technology and make computers do what we want them to rather than the other way round. We have to admit also that there are some things that computers cannot measure, the savings to the NHS accrued by people looking after patients at home being one example. Another example comes from the partial information gathered by computer; we can record the differences in waiting time between districts but can we measure the pain that having to wait causes? There is much talk of outcome measures but we are at a loss as to how to measure them. If computers can help then all to the good.
Ms Lamont doubted the value of hardware to the doctor-patient relationship. Ifthe doctor is struggling to make the machinery work there is little time left to concentrate on clients. Vets never use computers when dealing with clients, an observation that might bear more scrutiny. She doubted also some of the claims made for computerization, citing a study mentioned in Professor Chard's book! in which screening led to a 41% reduction in time lost from work through back problems in postal workers. Were they, she asked, really healthier or was it just that they had been picked up by the screen?
She concluded on a positive note, saying that there is a big future for information technology to be used by patients themselves in health education and preventive work, in the provision of databases for walk-in health centres and in giving patients their own records to keep, thus treating them as intelligent partners in the process.
Questions began with one on costs; how can we afford all this hardware when the NHS is so short of funds? The answer is that we shall have to take it from somewhere else, there is nothing new in that. What is new about computer technology is its all pervasive nature.
Granny, who finds computers essentially unfriendly and alien, was invoked next, drawing an answer which became something of a theme for the second half of the evening; we must make our systems better. Well designed systems solve the problems of granny and others who are frightened by a keyboard.
A couple of observations followed: computers can be made friendly by the use of touch screens and they can be helpful in passing the time while waiting for the doctor. More fundamental was the statement that there is nothing intrinsically different about data collected by a computer, it is just that the machine is quicker and more sophisticated in everything it does.
Computers are all very well for quantifying, argued someone from the floor, but what about the space between the yes and no, when there is an element of uncertainty. Professor Chard jumped to this one: computer programmes think in terms of probabilities whereas humans tend to come up with the crude 'yes ', 'no' or 'perhaps'. What should we do with our pens and pencils? Should we have both systems running in parallel, just to be on the safe side? No, we should ban pens and pencils. This response brought a questioner to wonder whether there is not the temptation to talk of machines as though they were people and people as though they were machines. Patients actually prefer a doctor they perceive as kind to one they see as efficient.
Letters to the Editor
Again came an answer related to the design of systems: we can now create systems that are as idiosyncratic as we want them to be.
In a sense pens and pencils returned towards the end of the evening when one member of the audience mused on the worship of the justifiable, saying that there is a danger of human based skills being lost if we rely totally on mechanical devices. Here there was an admission that 'desert island medicine' the skills that one builds up through hands on experience, which have no need of mechanical devices, should still be learnt.
In their last words, Ms Lamont agreed that computers have some plusses, if they improve the accuracy of medical records they must be better than what we have now and Professor Chard, a zealot still, repeated his message: it's the well designed system that we should see as the key to it all.
Richard Lansdown
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Surgery and the elderly
We were interested to read the paper by Palmer on surgery in the over eighties (July 1989 JRSM, p 391).
In it they described a high mortality and a high postoperative dependency on social services. To this we would like to add the findings of our own recent series of patients over 90.
We reviewed 50 patients that received a general or regional anaesthetic for surgical procedures which ranged from transurethral resection of prostate to abdominoperineal resection of carcinoma of rectum. The cases could be summarized as acute emergencies 3, urgent cases 26, and electives 21. The mean age of the patient was 91.9 years (standard deviation: 1.95 years) 68% being female.
